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Gives Mammographic Screening False Reassurance to 
Women?
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Introduction 
Breast cancer is the most common cancer among women and 

one of the most significant causes of death, representing a major 
world public health problem [1]. Due to early detection programs, 
as well as advances in treatment, death rates for breast cancer have 
recently been declining, but this cancer still represents a leading 
cause of deaths for women in most countries [2]. Breast cancer de-
tecting a lesion before it negatively affects the prognosis is the aim of 
breast cancer screening (BCS), and the smaller the tumor, the better 
the prognosis [3]. The number of deaths in all phases combined was 
>50% fewer in screen-detected cases than in non-screen-detected 
cases, according to an early benefit of BCS [4]. The advice offered 
makes sense because it is derived from over 40 years of experience 
[5]. Nonetheless, an analysis of women 50 years of age or older en-
rolled in the Ontario Breast Screening Program revealed that inter-
val cancers, which are defined as breast cancers detected within 24 
months following a negative screening mammography, were called 
true interval cancers (also known as missed intervals) if they were 
missed during screening but discovered later compared to tumors 
seen on screens, interval cancers had higher stages and grades. The 
additional unfavorable predictive characteristics of non- ductal 
shape and negative for the estrogen and progesterone receptors 
were more prevalent in true interval tumors [6]. Even older screen-
ing mammographs were used, the study by Miller et al after 25 years 
of follow-up in a randomized breast cancer screening research  
study among patients who were instructed by qualified nurses or 
doctors to perform monthly breast self-examinations instead of  

 
mamo-echography, we still lack evidence that mamo- and or echog-
raphy brings an added value. Over this period, 89,835 women were 
followed up, and the cumulative breast cancer mortality did not 
differ statistically between the two groups. In the first year, there 
was a significant difference in the number of deaths linked to breast 
cancer in the mamo-echography group (p = 0.04), but in the first 
five years, there was no difference (P = 0.40). The control group’s 
mean tumor diameter was 2.1 cm. In the mamo-echography group 
the palpable was 2.1cm, the non-palpable was 1.4 cm and the mean 
1,9 cm. There were no changes in the overall or mortality specific to 
breast cancer between the mammography and control groups, with 
108.4 and 110.2 deaths per 10,000 women, respectively [7]. Ana-
lyzing data found that mammography and echo- radiography were 
not useful compared to a standard physical examination; they may 
even be harmful due to a substantial degree of overdiagnosis from 
mammography screening. Overdiagnosis of the order of 30% for 
women aged 40-49 and 20% for women aged 50-59 was observed 
and mainly in situ were over diagnosed [8]. New approaches com-
pared mammography screening modalities (mammography with 
or with- out digital breast tomosynthesis [DBT]), different screen-
ing strategies with respect to interval, age to start, age to stop, or 
supplemental screening strategies using ultrasound or magnetic 
resonance imaging (MRI) with mammography were inconclusive 
because key studies have not yet been completed and few studies 
have reported the stage shift or mortality outcomes necessary to 
assess relative benefits [9]. Despite a huge number of new treat-

Abstract 

Despite many new, extremely expensive medications are employed, there is no effect on the relative survival of patients, even the enormous number 
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ments having increased survival rates, we don’t observe between 
2000 and 2020, an influence on relative survival which was the case 
between 1975 and 2000 were screening was initiated [10]. Addi-
tionally, screening in the same period has led to a stage shift, which 
has improved survival rates in and of itself, but it is unclear which 
of the two has the greatest impact: screening or treatment. Similar 
to Miller’s study, mamo- and echography were not as beneficial as a 
routine monthly physical examination, benefice of screening in gen-
eral can be put in question since randomized trials on most organs 
show no benefit with exception of sigmoidoscopy for colon cancer 
[11]. Every woman should know that self-examination removes 
the need for radiologic equipment, lessens anxiety about radiation, 
pain, and discomfort, and lessens fear of screening results as unde-

sired, but potentially treatable, aspects of breast cancer screening 
anxiety [12]. For society self-examination could save a significant 
amount of money on medical expenses of about 2.6 billion bi-annu-
al mammography examination [13]. It is also notable that screening 
is less performed in older patients where the incidence/100,000 is 
greatest at the age of 75 years [14]. Observing no improvement in 
RS, could it be that some benefices of treatment are lost due to side 
effects as for older women, CVD poses a greater mortality threat 
than breast cancer itself [15].

Should we go on with and who should foot the bill for at least 
breast cancer screening despite we have 167427 mentioned publi-
cations in PubMed (Figure 1) and no improvement of outcome on 
population bases. 

Figure 1: Evolution of number of publications: articles found with keywords “breast cancer screening” reaching 163856 using PubMed 
between 1975 and till September 2024 reaching a peak in 2021.

It begs the question: Who should foot the bill for cancer screen-
ing tests, and shouldn’t the discussion be around individual benefit 
rather than population support?
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